consideration and a mitochondrial disease identi®ed. The presence of a heteroplasmic mutation of a mitochondrial tRNA gene con®rms the diagnosis. The actual myopathy was mild and the central nervous system was unaffected (in particular, there was no stroke-like episode). The diagnostic approach to a suspected mitochondrial disease has to be adapted to the clinical presentation and to incorporate histochemical, biochemical and molecular genetic information 5 . Precise diagnosis aids management (e.g. by avoiding unnecessary treatments), genetic counselling and, to a certain extent, prognosis (e.g. there are data 6 suggesting a relationship between mutation load in muscle biopsy and clinical phenotype, at least in some mutations). No speci®c treatment can at present be offered to affected individuals. Vascular atheromatous disease is common in patients with end-stage renal failure and when worse than expected can pose considerable technical dif®culties during transplantation.
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CASE HISTORY
A woman aged 54 with end-stage renal failure secondary to chronic pyelonephritis was admitted for cadaveric renal transplantation. She had kept generally well on continuous ambulatory peritoneal dialysis, was a non-smoker and had never had chest pain or intermittent claudication. On examination she seemed ®t, her femoral pulses were palpable and the peripheries were warm. The donor organ was a good-quality left kidney from a 40-year-old male, cold ischaemic time 23 hours. At operation, a left-sided extraperitoneal approach was made to the iliac vessels, the perivascular lymphatics being carefully cauterized while the arteries were mobilized. Unfortunately, the internal and external iliac arteries proved too heavily diseased and calci®ed to sustain a renal transplant. Endarterectomy was attempted, but resulted in complete disruption of the common iliac artery. We therefore had to perform a simultaneous vascular reconstruction and renal transplantation. The proximal end of a 13 mm/6.5 mm soft woven Dacron (Vascutek) bifurcated prosthesis was anastomosed to the common iliac At one year after transplantation the patient is well with excellent renal function (serum creatinine about 120 mmol/L). Interestingly, intermittent claudication did develop on the left six months postoperatively and duplex doppler revealed a common femoral stenosis on the left. Her symptoms and her ankle/brachial pressure index improved with a strict exercise regimen.
COMMENT
At renal transplantation, mild or moderate atherosclerosis of the iliac vessels can usually be dealt with by careful positioning of the arterial anastomosis and accurate placement of sutures. When it is severe, endarterectomy is sometimes successful; but, as in our case, this procedure may irreparably damage the native vessel. The donor iliac vessel has been used as an arterial homograft in atherosclerotic transplant recipients with good results 1,2 , but this option was not open to us. Published data suggest that vascular reconstruction with prosthetic material is associated with a high incidence of graft loss as a result of vascular complications 3 .
In theory, the risk of prosthesis infection is also higher than in a non-immunosuppressed patient. If the bypass were to become infected in our patient, we would almost certainly remove it, reimplant the kidney at an alternative site and construct an extra-anatomical bypass to the lower limb.
This is the second patient in our unit to undergo renal transplantation with the aid of a bifurcated Dacron prosthesis when severe atherosclerosis was found at operation. Both have done well, with no complications attributable to the Dacron implant.
